W
illiam Osler, one of the fathers of modern medicine, said "the good physician treats the disease; the great physician treats the patient who has the disease" [9] . In the current study, Jayakumar and colleagues [6] performed a robust systematic review of 41 studies and found that psychosocial factors were strongly associated with disability after upper extremity injury while clinical measures were only weakly associated. Their study reminds us that treating an upper extremity injury is not as simple as fixing the bones, tendons, and ligaments-it involves treating the whole patient to help him or her avoid or overcome disability.
The current study raises two other important points. First, there is a growing body of evidence that psychosocial factors impact disability and the authors of this study identify a number of specific psychosocial factors that are consistently associated with the magnitude of a patient's disability-including depression, pain catastrophizing, pain self-efficacy, pain interference, pain anxiety and work status. Second, there is a surprisingly inconsistent use of outcomes measures and terminology in terms of how we define disability.
Regarding the first point, the type of injury and medical diagnosis alone does not predict the level of care, length of stay, services needed, or functional outcomes [4, 5] . Likewise, the presence of a musculoskeletal injury does not accurately predict work performance, return to work potential, overall health, or social integration [8] . Thus, the medical diagnosis does not give us all the information we need to plan and manage a patient's health. Disability is a complex interaction amongst a patient's health disease/injury, their external environment, and internal personal factors [11] .
Regarding the second point, the etymology of the word "disability" is "dis" meaning "lack of" and "ability" or "capacity to do or act." The World Health Organization (WHO) created the International Classification of Functioning, Disability and Health (ICF) framework in 2001 to better characterize the complex interaction of factors when someone becomes disabled. There is the health disease state (traumatic diagnosis), a multitude of external environmental factors (social attitudes and relationships), and internal personal factors (coping styles, background, experience, and behavior) that influence how disability is experienced [11] . Despite the availability of the WHO ICF, considerable confusion remains among orthopaedic surgeons who treat patients with impairment and disability; the topic is, after all, extremely complicated. Fortunately for surgeons treating patients with upper extremity conditions, the Quick Disabilities of the Arm, Shoulder, and Hand (QuickDASH) questionnaire is an easy 11-item questionnaire that is a good measure of upper-extremity specific symptoms and disabilities and has adequate psychometric properties [2] . Score) will help us to begin explaining the variabilities in disability we see in patients with similar injuries. While there is concern that these questionnaires can be expensive and burdensome to implement, it is important that we continue to measure disability using validated patientspecific measures over time, continue to learn how disabilities progress, and find ways to improve patient limitations to help patients reach their goals.
A large portion of the variance in disability among patients with seemingly similar conditions remains unexplained. Jayakumar and colleagues found in their review that multivariable analysis could only explain 10% to 63% of the variance [6] . In my own research [1] , I have found that personal factors such as activation (the extent to which one has the knowledge and skills to manage one's health, a parameter that can be assessed with the Patient Activation Measure) are associated with improved health outcomes.
Also, a patient's ability to cope (as measured by tools like the Pain Catastrophizing Scale or the Psychological Inflexibility in Pain Scale) may be associated with differences in response to pain [7] . Ultimately, these qualities involve self-efficacy and a patient's belief in his or her ability to achieve their goals. When we measure disability through patient-reported outcomes like QuickDASH, we might also assess self-efficacy using these tools, and we might then find explanations for differences in disability among patients with similar-looking injuries or conditions. Some of these psychosocial factors are modifiable and others are not. Patients' social factors (gender, age, family situation, occupation) are difficult or impossible to change, but interventions focusing on improving self-efficacy and internal personal factors can result in improved patient activation, lower pain and less disability. The few orthopaedic studies that looked at patients who underwent interventions that focus on improving self-efficacy, such as cognitive behavioral therapy, found decreases in pain magnitude and intensity [3, 10] and can guide future areas of research. Cultivating self-efficacy through techniques such as coping strategies, cognitive behavioral therapy and social support will help provide strategies and hopeful solutions to improve self-efficacy over time.
How Do We Get There?
Musculoskeletal injuries can result in obvious disability. The challenge is how to look beyond the technical and procedural aspects of care and focus on how each patient's mental health impacts them. Mental-health specialists recognize that reducing disability can be achieved by enhancing the patient's functional capacity by modifying their social and physical environment. I hope the orthopaedic clinics of the future will have behavioralhealth specialists working alongside surgeons. As healthcare reimbursement is increasingly tied to patient reported outcomes and patient satisfaction, having a team better equipped to manage the challenges of complex psychosocial issues will be essential. Together, as a multidisciplinary team, we will be better equipped to address all aspects of disability mentioned by Jayakumar and colleagues [6] . Currently, these teams are expensive and will require changes to traditional reimbursement practices. But reimbursement is evolving and creating this team environment will allow us to test and implement new strategies to better help our patients heal from their musculoskeletal injuries and cope with their disability.
The fact that surgeons cannot administer cognitive behavioral therapy or antidepressant medication does not mean we are obsolete until the "clinic of the future is here." The simple fact that patient perception of surgeon empathy improves patient self-perceived outcomes and satisfaction with their medical care gives us a strong tool to reassess our approach when we believe psychosocial factors are limiting our patients' abilities to succeed. Medicine is a career of life-long learning and while we continuously learn how to improve our surgical skills and knowledge we can always challenge ourselves and improve our communication skills and empathy. Surgeons can be coached and practice moreeffective empathetic communication strategies. Instead of trying to solve a patient's problem with a diagnosis or treatment we should step back and reassess our strategy. Compassion and
